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Abstract 
The aim of the research was to find out what kind of inner methods assisted during the crisis of cancer and what sort 
of external support was needed. The article answers to two questions: Firstly, which kind of inner designs created a 
positive adjustment to cancer and, secondly, what kind of external support was needed to gain a positive adaptation to 
the changed life situation? This research utilises a narrative method for analysing two separate data. The first one 
consists of 13 letters and 7 interviews. The supplementary second data comprises 13 narrative interviews with young 
adults suffering from cancer.  
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1. Introduction 
Cancer is a relatively common disease in the Finnish population (5.4 million). One out of three Finns 
has been affected by cancer during their lifetime and approximately 24,000 new cases of cancer are 
diagnosed each year in Finland (Information about cancer, 2012). The article concentrates on cancer 
the article deals with the needs for external support. Chapter 2 introduces the process of gathering the data 
and chapter 3 discusses deals with the methodology.  
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The concept of inner design is closely linked with two psychological themes: schemas and stress 
coping. The schema refers to a cognitive structure which organizes the patterns of thought or behavior 
(Lyons, 1998, 332). The self-schemata refer to a process of reflecting information about themselves 
(Eysenck, 1998, 199). There are problems in these schema theo
(1932) schema approach. The theories are difficult to prove and they are designed to resolve memory 
errors and distortions (Eysenck, 1998, 200; Alba and Hasner, 1983; Stangor and McMillan, 1992). The 
concepts schema and inner design both similarly see human mind as a process. In this article, the concept 
of inner design refers to methods that helped the patients to cope with difficulties and these were products 
created by a specific situation  in this the disease of cancer. It is not possible to say when and where the 
patients developed the methods but what can be stated is that they helped them to deal with the 
sufferance.  
During the past years, there have been a number of studies relating to stress, coping and the concept of 
disease (e.g., Cannon, 1932; Selye, 1956; Levy et al., 1989; Spiegel et al., 1989). The psychological stress 
model was first introduced by Lazarus (1966) and further developed as Lazarus and Folkman (1984) 
postulated primary and secondary appraisal. Pargament (1997) added the tertiary appraisal considering 
the meaning of religion to the concept of stress and coping. The illness constellation model of Morse and 
Johansson (1991) presents four stages between the psychological development and a serious illness. The 
fourth and the final stage in their model describes a patient who is recovered and has accepted changes in 
his/her life (Morse and Johansson, 1991, 333-338). In this article, inner designs are seen as structures 
which lead to this kind of recovery. Participants did not necessarily have this full recovery experience but 
they had thoughts about how to get there.  To summarize the concept of inner design is seen as a process 
of the mind resulting in a positive adjustment with cancer. These inner designs are introduced in detail in 
chapter 4.  
Positive adjustment is a complex term that requires explaining, since when is it really possible to say 
that one has adjusted positively to a serious illness. This investigation defines positive adjustment through 
the experiences of the participants themselves. When a patient described something as helpful or 
important to his /her coping, it was interpreted as a positive adjustment model. In other words, this article 
builds a picture of positive adjustment factors.  
The patients also identified external support, which helped during their illness. In this research, 
external support refers to the support given by familiar people, hospital staff, the congregation or other 
people involved. Everything that the patients described as the need for a support by another person or 
helper was defined as external support. These needs for external support are outlined in chapter 5.  
It has been agreed upon that spirituality is a multidimensional concept (e.g., Hill et al., 2000; Moberg, 
2002; Pargament, 1999; Zinnebauer, Pargament and Scott, 1999; Zinnebauer et al., 1997) and there have 
been numerous attempts to define religiousness and spirituality (Zinnbauer and Pargament, 2005, 15). 
This article uses the concept of spirituality simply because it entails diversity of individual views of 
Park, 2005, 15-  relationship to God.   
2. Research data 
The research data consists of two separate data. The first is seen as the primary data meaning that core 
results are deriving from that. It comprises the life stories of 20 patients as well as their experiences with 
ca
wide: the youngest participant was 21-year-old and the oldest 80-year-old at the time the research was 
carried out. It was interesting to note that age as a variable did not create any diversity. Some participants 
were ill at the time of research, some in remission and many of them were fully recovered. The 
56   Suvi Saarelainen /  Procedia - Social and Behavioral Sciences  45 ( 2012 )  54 – 64 
participants were invited to take part via the church newspapers, which resulted in emphasized religious 
and spiritual narration.  
The first research material was extended and reinforced with the second data that consists of 13 
18 and 30, who had had cancer during the past five years. The participants were invited to take part via 
online chat rooms. This assured that there was no religious bias or other stressors. These participants were 
actively willing to share their experiences. It was a highly common feature that they wanted to share their 
story in the hope that it would benefit other cancer patients.   
Combining the two data it was possible to gain a multidimensional and a more reliable picture of the 
nation also balances the emphasis on spiritual matters and 
time distribution. 
3. Method 
Narrative methods were used to analyze the data and especially the holistic views on narrative analysis 
by Lieblich, Tuval and Zibler (1998) were the basis for the analysis. The process of reading and re-
reading the data proceeded to global impressions/patterns and thematic sources. Themes such as suffering 
from cancer, death and dying, support, religion and spirituality, the gaining of inner power, thoughts 
about the Lutheran church, thoughts, feelings, childhood, and future.  
By choosing these themes it was possible to see what kind of stories were hidden inside of these 
individual smaller stories. This stage was similar to what Lieblich, Tuval and Zibler (1998) called as 
categorical content perspective and Riessman (2007) as thematic analysis. Holistic and categorical 
methods are often described as an alternative, but it seemed that by using them simultaneously it was 
possible to reach a more multidimensional perspective.  
It is possible to gain a holistic perspective with macro stories but also to find smaller stories and micro 
stories. When writing this article I had already created new stories from the first data that constructed in 
-
and their experiences in mental and spiritual support. They were seen as stories that described the 
2006).   
However, the main focus in this article is to introduce the basic contents of the themes of support and 
the gaining of inner power. Reading into these themes more carefully revealed smaller thematic stories. 
Some of them fulfilled 
(Bamberg and Georgapoulou, 2008, 382; 
about small stories Bamberg, 1997, 2004; Georgapoulou, 2000). These small stories described the level 
research aims to give a clear picture of inner design and the themes around external support. That is why 
the results presented at a more general level within the themes that they appeared. Quotations by the 
participants were used in order to make sure that the voices of the patients were heard, these quotations 
also represent small stories or parts of them.  The research utilises also simple numbering to demonstrate 
prevalence in this two data. Even though there cannot be made any general conclusions in qualitative 
research the purpose of this numbering is to shown that some factors were more common than others.  
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4. Results 
4.1. Inner Designs 
When examining the inner designs, it became visible that there is no single structure which guarantees 
positive adjustment but several influential factors that have had an impact. The next chapters will discuss 
these factors in detail. 
 Openness was one of the key factors referred to by the cancer patients in both of the data. They 
described themselves as relieved when being able to share their experiences, thoughts, feelings and 
nurse that I wanted to meet the hospital chaplain. I told the chaplain everything  everything about my 
emotions and fears
and share their experiences. In the first data, nineteen out of twenty participants described their desire to 
discuss about their thoughts with someone. Writing down emotions and thoughts was mentioned as a 
method to calm oneself down and this can be seen as a desire to be honest and open about the situation. 
et 
possible that she had shared her experiences with them and this quotation was told to make sure that it is 
understood that she did not need psychiatric support.  
Humor was a factor that played an important role in two of the narrations in the first data as well as in 
an attitude of a young adult. Joking about a serious situation alleviated painful feelings. They described 
that it would have been impossible to cope with the disease without humor. One patient stated that: 
 or in humoristic 
ways than to have a serious conversation. It is important to understand that sometimes using humor is a 
way of dealing with difficult matters and agonizing matters. 
Hobbies were important so that the patients could have a break from their cancer thoughts. The 
possibility to do something in order to gain strength affected the mood positively, which was visible in 
both of the data. Activities such as taking a walk or doing gardening were often mentioned in both of 
research groups. The patients described that they were able to gain strength simply from fresh air. Many 
of them described gaining increase in confidence when they could see actual improvement in their 
physical strength. Reading was often mentioned, and by reading books and novels it was possible to avoid 
thinking the illness. Sometimes reading was described to be the only hobby that the patient was able to do 
when having little strength left. It was notable that one of the interviewees told that she was meditating 
actively during her treatment period as a method to gain mental power. She lied down, closed her eyes 
 
Independence as a factor was visible in both the data. In the first data, independence was experienced 
thru being able to cope on their own. Two of the patients highlighted that they were not in the need for 
any external support. It was important to them to emphasize that their own strength and courage was 
enough to manage the illness. The meaning of independence varied among young adults. The importance 
common feature. At the same time, they felt relieved to be assisted in everyday chores but, on the other 
side, they were distressed particularly if they felt that their parents were patronizing. The importance of 
independence was became emphasized when the young adults moved back to their own apartments. One 
58   Suvi Saarelainen /  Procedia - Social and Behavioral Sciences  45 ( 2012 )  54 – 64 
really hard to live with my parents. I am 
 
Spirituality and different approaches to religious matters were visible in both of the data. The meaning 
of spirituality was emphasized in the first data, which partly resulted from the fact that the participants 
were gathered via church newspapers. Every participant had something to say about spiritual matters. 
Sixteen out of twenty described themselves as Christians and had the need to talk about spiritual things. 
The other four had individual thoughts about spiritual matters. Three of them had their own views of God 
and wanted to make sure that their worldview was understood correctly. One participant had her doubts 
about the existence of God thinking that why would bad things happen to good people. These four 
participants told that they resigned teachings of Lutheran Church of Finland. Through the examination of 
these spiritual views, it seemed that cancer aroused spiritual questions and seeking to the patients.  
When examining the data by young adults, it was not a surprise that religiousness played a much 
smaller role than in the first data and did not have any religious expectations, but an interesting 
observation was that cancer still seemed to have its spiritual side. This became evident through a thinking 
process rather than through religious acts. Several of the thirteen interviewees had given thought to their 
relationship to God and spirituality. They had significant existential questions about having cancer and 
they did not want to consider the possibility of dying. Some of them had conceived cancer as a 
punishment from God and most of them were looking for an answer why they in particular were affected 
by cancer. In both of the data, praying was the most powerful element of spirituality bringing hope, 
consolation and security to the changed life situation.  
There can be found several other inner manners and designs that ease the crisis. These were the factors 
which disclosed from the first data and were enriched with the second data. Yet, it must be remarked that 
every patient is an individual. Therefore reading these results carefully is important always remembering 
to respect the hopes of the individuals. 
4.2. External Support 
When examining the levels of external support needed by the cancer patients, the importance of the 
loved ones became visible as well as the fact of being heard. Hopes to receive support during the spiritual 
seeking and in existential questions were expressed strongly, and these themes will be presented below. 
The importance of family and friends was significantly visible in both of the data. All of the 
participants highlighted the importance of the loved ones. Simply making breakfast, saying something 
nice or encouraging, sending a postcard or a text message had a positive effect on the participants. As one 
had received support described the role of the spouses and the loved ones as invaluable, expressions of 
love and care were described as comforting. One of the young adults described the lack of a life partner as 
follows: When asked if they 
needed any 
loved ones was seen coming inside rather than outside.   
In both of the data, there were patients who had experienced conflicts or disappointments with their 
spouses or life partners. In the first data, two of the participants reported the experienced mental and 
physical distance as extremely hurtful and felt that something went permanently broken in their marriages 
because the spouse could not accept the change brought about by the cancer. Similar experiences were 
mentioned in the group of young adults. One of the participants stated that they had serious problems in 
few young adults reported that cancer was not a topic for discussion, because it was too hurtful and scary. 
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These experiences point out that it would be important to give regular support also for the families and 
the loved ones of the cancer patients. 
Need for a listener was great. The patients felt the need to share their emotions, feelings and thoughts 
and most of them had an urge to process what had happened and why. Sometimes professional help was 
needed and strongly hoped, especially; empathic listening and sharing emotions were the factors which 
 of 
experiences and expectations were visible in the first data by those who received the support needed as 
well as by those who lacked the support. One of those who was missing the support described it as painful 
 (to the radiation department)? Why there was no one to call 
professional supporter is clearly visible in the quotations. It was also visible that finding a person to talk 
to was not always easy. There was a group of patients who did not give up and they did find a suitable 
person for this purpose. There were four patients who did not find proper conversational help. They felt 
lonely and in a way abandoned. The importance of offering support and help to patients in order to find 
the right kind of support network is clearly evidenced in the first data. 
Need for spiritual support was clearly visible in the first data. Sixteen out of twenty patients shared 
their experiences and thoughts about their need for a spiritual support. For them spirituality had a 
significant role in their everyday lives. Twelve patients from the first data had their own thoughts about 
the kind of the spiritual support they felt was most suitable. It was made clear that they all wanted the 
supporter to be either a pastor or a hospital chaplain. Overall spiritual support was needed in order to 
understand what had happened and why. It also helped to understand how to survive day after day, how to 
find their own identity after sufferance and to get help for returning back to everyday life. Like one of the 
-called 
normal life because when reflecting my life and the events 
group wanted to engage in conversations and have discussions about God and their conviction, the other 
group, on the other hand did not want to talk about God experiencing it as agonizing. Many of the patients 
remarked the importance of praying and intercession, also communion and blessing were experienced 
positively. 
The first set of data surprisingly revealed that the professional external support, which would include a 
listener or spiritual support, would have to be sought after by the patients themselves. The patients 
reported that they were not offered any support or that the quality of the support given was so poor that it 
was not enough. All the participants who had had positive experiences from external support mechanisms 
had to find it by themselves. The group of young adults was offered the support automatically. Every one 
of the patients had been given or offered external support such as talking with a psychiatric nurse, 
psychiatric or psychologist and in addition many of them were offered the option to have a conversation 
with a pastor. Most of them used the possibility for a discussion even though some of them reported its 
negative experiences, only one young adult looked for support on her own because she was unsatisfied to 
the support she received. 
5. Discussion 
The factors that promoted positive adjustment from an inner perspective were openness, humor, 
hobbies, independence and spirituality. Though, as stated earlier, there can be many other inner designs 
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which can lead into positive adjustment either during the cancer or after the illness. The five factors 
mentioned here were all experienced in a very individual way by each patient and none of the patients 
reported possessing all of these five elements. Though it can be argued that the more of these factors one 
manages to possess, the more likely positive adjustment is achieved during the time of the illness. The 
research revealed that a diverse inner design supports mental surviving and  more positive adjustment will 
follow. It is notable that these inner designs can be intensified by encouraging patients to discuss and deal 
with difficult thoughts and emotions or by simply advising the patient going for a walk or proposing other 
things one might enjoy and which contribute to letting go of cancer thoughts even for a while.  
There were many individual hobbies described and conclusively almost any kind of activity can be 
counted as a hobby. The common feature and an important fact was that hobbies were something that 
helped to gain mental strength, improved well-being and gave a break from cancer thoughts. The data 
revealed especially that hobbies which included social activity made the will of getting better stronger. 
Cancer patients are often isolated from basic social activities because of the risk of infections and that is 
why the maintaining of any possible social contacts is extremely important. The significance of social 
networks, family and friends becomes visible when the patients realize their need to talk and be heard. In 
Figure 1. is presented all key elements which lead to positive adjustment with cancer. 
 
 
 
 
Fig. 1. Key elements of positive adjustment to cancer. 
As a conclusion, the most important thing is to find and identify the patient's personal needs and 
adjustment models. It has been stated that the lack of life control and different developmental age stages 
are a challenge for psychosocial advancement (Zebrack and Walsh-Burke, 2004, 77). In addition, people 
who suffer from cancer feel often stigmatized due to the illness and this impacts several areas of life 
(Hoffman, 1991). Every patient is an individual, some need to look after their own independence and 
others might enjoy the care one receives but the key issue is to find a balance between independence and 
dependence.  
ding to this 
research, even with this relatively small sample it seems that getting ill with cancer arouses spiritual 
seeking and religious questions. Sometimes the patients do not recognize these questions as spiritual even 
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though they are able to identify the existential questions. According to a research conducted in the 
Netherlands, existential crisis may occur as a result of the approaching death and when patients face 
-
Pfändler and Morgenthaler, 2011). This support should respect the views towards religion and spirituality 
of the individual.  
The research revealed that there is a need for an organised support system or network. When 
comparing the two groups of data, it seemed that young adults were offered support more easily. Even 
though it is important that young adults are strongly supported since their psycho-social surviving is 
proved to be weak or extremely weak (Kyngäs et al., 2000; Grinyer, 2007) but there is no justification for 
other patients getting less support. Every patient needs to be confronted on individual bases providing a 
time and place for asking questions and to have support and the possibility to be heard. A research by 
Dunkel-Schetter (1984) reveals that health care providers have an important role as cancer patients 
emotional supporters and there are several studies which indicated the importance of social support and 
support methods (e.g. Dunkel-Schetter, 1984; Taylor et al., 1986; Kangas, Henry and Bryant, 2005; 
Sorajjakool and Seyle, 2005; Zebrack et al., 2006; Zebrack, 2011). 
It should also be noted that the need for support does not end where the treatment stops but the patients 
would also need support in their remission time since that time is difficult for many. One is living 
somewhere in between neither yet healthy nor anymore a treated patient all the while trying to live a 
normal life and cope with everyday events and stress. A research by Blank et al. (2009) suggests that the 
ability to find the meaning and peace in life contributes to favourable adjustment during cancer 
survivorship. It also seems that faith is uniquely related to cancer-related mental growth.  
Also the need to take care of the family members and the loved ones should be acknowledged. When 
extending the sphere of support and conversational help, it directly supports the patients as well. This 
way, the people who are close to a patient have more strength and knowledge to stand by them when 
needed the most. In this article, family and friends were defined as external help and it was interesting to 
notice that many of the participants included their family and friends as part of their inner circle thus 
seeing support as inner support. The expectations set for people that are part of the patients inner circle do 
not often meet their capabilities  they are expected to support the patient but are unlikely educated to do 
so or given any support in doing it. The support the patients receive from doctors, nurses, psychiatric care 
and pastoral workers should also include people close to them. When the social relationships and social 
support systems of the cancer survivors is examined, it is suggested that the extent of the illness and the 
cancer side effects have impact on social relationships and the need of social support (Ell et al., 1992). 
According to the common understanding, patients are treated well and cared in Finland and it is worth 
revealing how the patients in this research actually had such strong views about the lack of a proper 
support system. For example, the Cancer Society of Finland has a really comprehensive and informative 
Internet site which aims to assist cancer patients in their changing life situations and offers the contact 
numbers of different support organizations. One can also find there information about cancer and 
different treatments as well as rehabilitation, relationship, sexuality, support for family, well-being, and 
about the possibility of death. Each province in Finland has its own cancer association (Cancer Society of 
Finland, 2012). There are also over 100 hospital chaplains in Finland and in larger hospitals there is at 
least one chaplain working full-time and smaller hospitals get visited regularly by their local Evangelical-
Lutheran congregation (Hospital chaplain, 2012). 
 Thus on theoretical level, there is information available and structures to offer support but it seems 
that there is a gap between the supporters and the patients. Problems seem to occur when it is assumed 
that patients should be able to look for support by themselves. My suggestion is that there should be a 
structured programme that would guarantee the correct and right quality of help for the patients. 
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